Background: Recognition of negative emotions is impaired in Huntington's Disease (HD). It is unclear whether these emotion-specific problems are driven by dissociable cognitive deficits, emotion complexity, test cue difficulty, or visuoperceptual impairments. This study set out to further characterise emotion recognition in HD by comparing patterns of deficits across stimulus modalities; notably including for the first time in HD, the more ecologically and clinically relevant modality of film clips portraying dynamic facial expressions. Methods: Fifteen early HD and 17 control participants were tested on emotion recognition from static facial photographs, non-verbal vocal expressions and one second dynamic film clips, all depicting different emotions. Results: Statistically significant evidence of impairment of anger, disgust and fear recognition was seen in HD participants compared with healthy controls across multiple stimulus modalities. The extent of the impairment, as measured by the difference in the number of errors made between HD participants and controls, differed according to the combination of emotion and modality (p¼ 0.013, interaction test). The largest between-group difference was seen in the recognition of anger from film clips. Conclusions: Consistent with previous reports, anger, disgust and fear were the most poorly recognised emotions by the HD group. This impairment did not appear to be due to task demands or expression complexity as the pattern of between-group differences did not correspond to the pattern of errors made by either group; implicating emotion-specific cognitive processing pathology. There was however evidence that the extent of emotion recognition deficits significantly differed between stimulus modalities. The implications in terms of designing future tests of emotion recognition and care giving are discussed.
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Introduction
Recognising emotions in others from their facial or vocal expressions and body language is a key social skill which is impaired in Huntington's Disease (HD); the literature on which has been reviewed by Henley et al. (Henley et al., 2012) . HD is a neurodegenerative, inherited disease caused by an abnormal CAG repeat expansion (Vonsattel and DiFiglia, 1998) . A progressive motor, cognitive and psychiatric phenotype typically manifests at 40-50 years of age (Novak and Tabrizi, 2011) . Prior to clinical diagnosis (based on motor signs) subtle symptoms of disease are present, including emotion recognition deficits (Tabrizi et al., 2009) . Impairment in this ability could lead to problems with social relationships and therefore a clearer understanding of the profile of this deficit may help guide clinical care. In addition, a large observational study found recognition of negative emotions to be 
